the Women and Girls' Traumatic Brain Injury Task Force.
Introduction
Traumatic brain injury (TBI) is a leading cause of death and disability globally with nearly 2 million individuals in North America sustaining an injury each year [1] . Studies estimate that approximately 30% of injuries are sustained by women [2, 3] . Additionally, research has found gender differences in physiological [4, 5] , cognitive [6] , psychological [7, 8] , and community living outcomes [9] . Surprisingly, despite indication of gender differences, there is a lack of systematic research in investigating the specific outcomes of TBI in women survivors. Gender differences in relation to TBI are applicable across the lifespan.
Few pediatric studies examine outcomes based on sex; although, some studies have found important differences in incidence [10, 11] , post concussive symptoms [12, 13] , and functional outcomes [14] . Within the pediatric population, sustaining a TBI during childhood could lead to deficits that impede physical, cognitive, and psycho-social development [15, 16, 17] . In turn, these deficits can cause long term neuro-endocrine cascades affecting hormonal development (and puberty) [18] , and hamper the effectiveness of transitional stages (e.g. from school to work) [19] . Girls who survive a TBI grow up to become women with chronic disabilities. Various studies have demonstrated that females with disability are at greater risk for inadequate medical care [20] , abuse, and violence [21, 22] . Despite these differences little research or formulation of clinical guidelines has been advanced specific to women's health after TBI.
The results of the aforementioned studies represent a starting point to investigate the impact of TBI on women in all areas of health and quality of life across the lifespan. Clinician guidelines, community agency mandates, and health services policy need to address the medical, psychological, and social needs that frequently affect female survivors of TBI from initial injury into the chronic stages. Further, there is a role for healthcare providers as advocates for the development of greater supports specific to women survivors of TBI.
As a method to promote better health, quality of life and health service delivery for women with TBI, a team planning and knowledge mobilization grant was obtained from the The workshop opened with a presentation on the WHO's global perspective on women and TBI. The WHO has developed a core data set for TBI based on the International Classification of Function and Disability [27] . The presenter also discussed the WHO's initiative on girls/women and poverty, and its relationship with disability [28]. Six research presentations were then given covering the areas of neuroendocrine disorders [23] , reproductive health [4] , parenting [24] , and community integration [25, 26] . The focus of the presentations was on post injury sequelae and secondary injury prevention; the findings from these presentations support and add vital information about the unique issues experienced by females after brain injury.
Additionally, the findings helped formulate further research, education, and policy recommendations. A core element of the workshop consisted of presentations by female survivors of brain injury who reported their experience with health services, community integration, and adaptation to life after brain injury. The following is a summary of the key points they emphasized.
Limited provision of comprehensive community based services.
Fatigue and its effect on all aspects of life e.g. not able to work full days. One woman commented, 'just trying to walk from one end of the room to the other is exhausting.' Medical approach was negative, left feeling hopeless about recovery. Clinicians promote a generalist approach which did not allow for individuality or goals common among women. For example female patients expressed their desire to dress feminine (e.g. wear high-heel shoes, make-up). These needs were discounted because of balance or safety concerns and ease of dressing. Personal goals related to these issues were reported to be trivialized or dismissed as frivolous even though physical appearance plays an important role in expressing one's identity as female and as a sexual being.
Negative interactions with the medical/rehabilitation community reported, e.g. treated like they did not understand or need to know the treatment being prescribed, treated like a child, dignity 'trampled'. Could not emphasize enough the feeling of being stigmatized by the medical and public community.
Some clinicians did not acknowledge or understand the need to grieve the loss of personal identity and to incorporate the 'old self' with the 'new self'; clinicians do not recognize how disability can affect self concept, sexual and/or gender identity.
Concerns regarding the effects of prolonged amenorrhea which is typical among women after TBI, with possible side effects such as hirsutism and osteoporosis.
Pervasive attitudinal assumptions by the general community were described, e.g. our panel of survivors encountered prejudice and assumptions that women with TBI are disinhibited and promiscuous.
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The workshop included a broad range of health professionals who also reported specific challenges with respect to caring for women with TBI. These issues arose during an open forum after the presentations from guest speakers and the women survivors. Key concerns are listed below.
Clinician Concerns
Challenges regarding counseling women with brain injuries who wish to have children with abusive partners, or who potentially are not able to carry babies to term.
Possibility of missing abuse among girls/women with TBI because the symptoms can be similar to TBI sequelae e.g. depression, lack of motivation, poor concentration.
Difficulty carrying out appropriate treatment plans, including personal goals, because of systemic constraints e.g. standard length of stay can be too short, high case load especially in the community, and lack of community resources is prohibitive.
Based on presentations and open discussion of all participants, the following key areas for research and knowledge transfer were determined.
Research
To examine the short and long term physiological, cognitive, psychological, sociological, vocational, and economic (public and personal) effects of sustaining a TBI across the life span.
To determine access to and delivery of appropriate services from the emergency room to the community.
To determine the impact of geographic and economical circumstances on access and delivery of services.
To determine the impact on care-givers and family relationships.
To examine intentional (via abuse/violence) TBI among girls and women.
To examine the consequences on the maturation and aging processes.
Research needs to start with survivors in order to understand and prioritize issues. It was recommended that qualitative methods of research such as focus groups begin this process.
Training and Knowledge Transfer
Lack of clinician knowledge, expertise, and sensitivity regarding:
1. Female gender-specific short and long term consequences of TBI, including the need for on-going support for mental health, parenting, return to work, and managing day to day activities were identified as key areas.
2. Counseling girls and women about sexuality, sexual behavior, and relationships.
3. Maturation process, arrested or delayed development, aging.
Family based intervention.
Lack of knowledge in the legal and insurance community as well as the general public Group consensus was found for knowledge exchange using conferences, teaching and training opportunities, as well as hosting events with the legal community.
Representatives from community and advocacy groups identified the need to involve government agencies at all levels in order to actively advance the agenda outlined at this workshop. The following key areas were identified.
Policy
Involvement of government agencies to develop a national brain injury strategy and guidelines of care that include unique issues of women and girls.
Ascertain the allocation of money to acute, rehabilitation, and community services and address insufficiencies when necessary. 
